I want to speak in very personal terms about what I know of the period from 1965
to 1980 to describe what I believe was happening and to draw some conclusions. In some measure, to borrow Dean Acheson's phrase, I was present at the creation.
To many who till the fields of health care the creation seems to have occurred when Medicare and Medicaid were passed in 1965. After their enactment, we organized or attended a host of conferences, including one here at the Academy, presaging a grand future for those of us who believed that a new day had dawned in this struggle for equitable access to care. But I want to be a little personally reflective for reasons other than my presence at the creation. I have now had the great advantage of having been absent from the federal scene, that Garden of Eden, since the end of 1970. I must confess that the federal government world appears much different from an external perspective.
The title of my talk rests upon certain assumptions or facts. We assume that there really was a federal policy and that there continued to be a policy, otherwise, "why evolution?" We assume some critical character or critical nature to the At the time this paper was written, Dr. Lewis was Professor of Public Policy and Community Health, Albert Einstein College of Medicine, Bronx, New York. I would like to suggest one basic thought, namely, that a genuine social concern had evolved that it is unconscionable for people to be deprived of medical and health care because they have inadequate means or because they happen to reside in the wrong geographic place, either in the city or in the sparsely settled rural areas. Fundamentally, the agenda of the 1960s was one of equity, the achievement of which is a basic task of government. Clearly, this approach cost money, but the country was experiencing such economic growth and optimism that cost was a secondary consideration.
How should one describe the policy position in 1980? My own description would be of total government paralysis with respect to the formation of government health policy on any front other than cost control. Although President
Carter's 1981 budget still claimed that access to care was our number one goal in health policy, the position in truth had been reached that there could be no action with respect to access to care until we had learned to control health care costs. We had moved in 15 years from total absorption in relieving the lack of adequate access to care to a position where we could not move on access until we knew how to control the cost of that access. We did not say so, but what we really meant was that we required an incomes policy applicable to those who provided the access. Ford's 1977 philosophy had three very clear points. First, the federal sector had expanded too greatly and had to be slowed down. Two, the built-in cost escalation of many entitlement programs, in those days still called benefit programs, had to be halted. And three, federal grants were too complex and numerous. They had to be consolidated. I offer a number. First, that policy analyst and policy maker alike concluded that programs targeted for the poor prove to be poor programs. They are programs which, when the push is on for budgetary cuts, they become the large targets.
Howard Newman said this to us in 1974 when we were working on the task force for health insurance here in New York, and it certainly is the view expressed Fourth, in the evolution of federal health policy economists came to dominate.
We no longer talked about doctors. We no longer talked about nurses and hospitals. We began to talk about providers. We began to talk about the health care industry. We began to talk about the percentage of the gross national product and so on. It was inevitable that economists would apply to the health area economic concepts, especially of the classical type, which emphasize efficiency and minimize equity.
But here too one would have to say that although economists brought in the idea of competition and the idea of prevention, there is nothing new about these ideas. They go all the way back to Adam Smith and Benjamin Franklin, who coined the phrase "An ounce of prevention is worth a pound of cure." The problem is that we either do not know how to prevent or we do not know how to compel changes in lifestyle and personal behavior.
Fifth, much of this happened as the liberal became so beguiled by economic growth that he decided, contrary to all the teachings of political science and economics, that he did not have to choose. The 1960s and 1970s was the age of speciaMnterest liberalism. We denigrated government and the public service to the point where we regarded them as just other special interests instead of the essential framework for the process of choice and effective decisions in the public interest. It is very easy to be smart when there is a lot of money, but it is not easy to be smart when money is tight, especially when there is no solid political framework for choice.
Sixth, I suggest that in 1965 and early in subsequent years the liberal absolutely refused to accept the obvious outcome of the passage of Medicare and Medicaid, that is, that in time economic growth coupled with expansion of third party insurance would so mortgage the federal budget that public health policy would shift from concern for access to concern for costs. It can no longer be ignored that somewhere in the order of 10 to 12% of the federal budget is made up of programs for health care, either generally in the health field or for veterans and the military. How can one ignore that now more than one third of the federal budget is financed by regressive employment and social insurance taxes?
In the last analysis, the liberal took the same point of view as the conservative, namely, that health is a privately-oriented system. However, in dealing with privately-oriented systems, government must take some stand with respect to liberty if what it is trying to do is to achieve equality. The conservative did not want to impose the restrictions upon liberty. The liberal thought he could get equity without imposing the restrictions.
Seventh, another seeming paradox is the assumption that federal policy in 1965 was consciously designed to assure access to care and to make it available, affordable, and acceptable. For example, I recently read When the Great Society health programs began, the Department of HEW presented a plan to pursue a balanced policy for developing the delivery of health care for the poor and for its financing. Medicaid was to pay for a broad range of health services for the poor on welfare. Medicare was to assist the aged in meeting the cost of health care bills. Balancing these programs with approximately equal budgetary outlays were to be comprehensive health centers established in low income underserved areas. 6
Policy is not always that rational. As somebody who was present at the creation, I must say that if the Department of Health, Education and Welfare did have a grand design, it was probably to get as many pieces of legislation on the books as possible, with the idea that eventually matters could be sorted out.
It actually had no responsibility for the poor. If it had, we would never have needed the Office of Economic Opportunity. Transformation of the Old Bureau of Community Health Services from a public health to a medical care approach was a major achievement by a handful of young rebels.
In the health field, the Office of Economic Opportunity had authority only for demonstrations, and its authority was limited to about 50 neighborhood health centers. Staff papers that advanced the idea of from 1,000 to 3,000 neighbor- And it is this systems approach that began to emerge during the late 1960s and the 1970s.
I suppose that all policy makers know instinctively that to assure access to care, to make it reasonably available and affordable, political action must do what de Tocqueville saw in 1831 was necessary. The struggle to assure access to health care is the struggle between liberty and equality. America, like all democracies, has prided itself on equality of conditions, but it is equally proud of its character as a nation of free men and women. Among those freedoms are the freedom to choose one's doctor, to choose one's patients, to develop one's own specialty career, to work where one wants to, to help build or not build a hospital, and in general to be free of government restraints. By the late 1960s all the system deficiencies in health were quite evident, but it was crystal clear that costs would skyrocket.
My final conclusion is that perhaps the greatest lesson of the period from 1965 to 1980 is that it has shown much of the emptiness of the doctrine of pluralism. Pluralism has come to mean a system of government where everybody is in charge and nobody is in charge. Conservatives at least have faced up to the consequences of the pluralistic form of society, where the current view is that government becomes no more than just another special interest at the bargaining table. I ask whether a government so hesitant about its legitimacy must not collapse when its power to give orders to the special interests who bargain is challenged, as is so often the case today.
Many people who pay lip service to pluralism are not aware of its complications. The fact is that we do live in a zero sum society, and the less economic growth and the less prosperity we have the more we are characterized as such a society. Equality and freedom are both good ends but one can rarely have more of one without surrendering some of the other. This is a very dispiriting thought to progressives, who prefer to believe that the goal which they now like is not incompatible with all the other goals they like. And so it has been with respect to the goal of access to care. It has always been impossible to have a successful goal with respect to access to care without at the same time doing something about the costs of medical care. Conservatives have had the progressives as their allies in refusing to act on costs. It is true that access, quality, and costs are trade-offs, and liberals have been simply unwilling from the outset, starting in 1965 if you will, to consider the implications of all those trade-offs.
There really must be no equivocation, and it should be frankly admitted that liberty is being curtailed if we have a good cause for equality. Apparently there is a good cause for equality, but we seem to have lost sight of it along the way.
